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@oduction: 


The concept of community involvement in health 
programmes is well established by now. Several 
existing projects in developing countries have been 
described in CONTACT and elsewhere,* and the 
World Health Organization (WHO) is urging a massive 
expansion of primary health services at the 
community level for more than a billion people in the 
developing world. It would be hard to find a person 
seriously interested in health in developing countries 
who would not agree 


— that health programmes should be established as a 
part of general community development; 

— that the community should be involved in 
planning, carrying out and evaluating programmes 
as well as in selecting personnel; 

— that this implies a fundamentally different sort of 
Organization for medical services than that which 

o's now in most of the world. 


Unfortunately, community involvement of this kind 
also implies a social and political community struc- 
ture which does not exist in most of the world 
today. This statement could be applied equally to the 
“developed” and “‘less developed”’ world, but we are 
concerned in this article with the situation in a poor 
country — Bangladesh. Conditions in Bangladesh are 
similar to those found elsewhere, and they present 
some serious difficulties for the community involve- 
ment goals listed above: 


— Local government is often dominated by pressure 
groups coming from both the community and the 
government bureaucracy. 

— Agricultural productivity is low and not fairly 
distributed, resulting in a part of the community 
living on the edge of starvation. 


* “Wealth by the People”, edited by Kenneth W. Newell, 
WHO, Geneva, 1975. 


— Government services, including health, are pro- 
vided through a bureaucracy inherited from 
imperialist days and imposed on the community 
from outside. 

— ‘Vertical’ programmes (programmes confined to a 
single type of activity, like malaria control or 
family planning, for example) have been estab- 
lished in recent years. These are frequently quite 
difficult to integrate into community efforts or 
may even conflict with them. 

— Political instability has made it difficult to correct 
any of these serious structural problems. 


It should be reemphasized that these difficulties are 
not unique for one country. They are common to 
much of the developing world, and the best of 
governments could not change them overnight. Since 
the overthrow and death of Sheik Mujibur Rahman in 
August 1975, the new Government of Bangladesh has 
stabilized prices, controlled the most serious forms of 
corruption which flourished under the old régime and 
eliminated serious famine, but structural reform at 
the community level still lies ahead. 


Most of the expansion of health services proposed for 
the developing world will be implemented through 
government health services in countries with similar 
problems. The governments and communities in- 
volved are .not uniform groups, however. They 
contain good people and less good people, some of 
whom are seriously and often courageously trying to 
improve conditions. To the extent that health 
programmes are a part of this effort, they are a part 
of development as much as any other government or 
private effort. 


It can be argued that there is an important question 
of priorities — that reform of community structure is 
fundamental and that community health programmes 
ought to be postponed until that reform has taken 
place. Whatever the validity of the argument, this is 
not an option open to most governments, which face 


internal and external pressure to expand health and 
“family planning’ services and must do this through 
existing government organization. It is not likely that 
progress in one important sector, such as health, can be 
simply set aside until progress in other areas is 
achieved. Improvement in health would be expected 
to be matched by improvement in other sectors. In 
fact, a review of recent history in several places which 
-have succeeded in reducing their mortality rate and 
birth rate, (China, Sri Lanka, the State of Kerala in 
India, and Cuba, for example), shows two common 
characteristics: (1) no country has reduced its 
mortality rate significantly without a significant 
improvement in equity (human rights, distributive 
justice, land tenure, etc.) — for poor countries, 
read this as reduction in the amount of starvation; 
(2) no country has had a major improvement in 
equity without a corresponding improvement in 
health services. The precise role of health services in 
lowering mortality rates is not completely clear and 
needs to be defined. Lowered mortality seems, in 
fact, to relate as strongly to progress in development 
as it does to the level of health services. The same 
could be said for the role of health services in 
lowering birth rates. 


Historical Perspective 


The Companiganj Rural Health Project was conceived 
in 1972, just after the independence war which 
resulted in the separation of East and West Pakistan 
and the creation of the new nation of Bangladesh. At 
that time, the World Council of Churches was 
supporting a massive relief programme _ which 
included three medical teams sent for emergency 
medical work. Dr Johannes Puschel* was asked by 
the CMC to visit Bangladesh and to make 
recommendations about future medical programmes 
in the post-relief stage. At the same time, the health 
ministry in the new government had drawn up a 
proposal to integrate all existing curative and 
preventive health services in rural areas into a single 
team under a “‘thana health administrator’’.** 


Ninety-two percent of the 80 million people in 
Bangladesh live in rural areas, and, in 1972, less than 
half of the 356 rural thanas had rural health centres 
with a government doctor. Preventive programmes 
existed in all areas, however: a malaria programme 
which had been quite successful in controlling 
malaria; a group of “sanitary inspectors’’ who 
vaccinated for smallpox and cholera and who made 
some efforts to improve the quality of food and 
water; and a family planning programme. Each of 
these three ‘‘vertical’’ preventive programmes was 
administratively separate and reported to separate 
district and higher authorities. 


* now on the staff of the German Institute for Medical 
Mission, Tubingen, FRG. 


** a thana is an administrative unit similar to a county — 
population 100,000 to 200,000. 


Following his visit, Dr Ptischel proposed a project 
which would integrate all these services and offer an 
expanded maternal and child health programme, and 
suggested that this project be conducted as a 
demonstration ina single thana. Both the government 
and the Christian Medical Commission accepted the 
idea, and funds were secured through the Protestant 
Central Agency for Development Aid (EZE) in the 
Federal Republic of Germany and Christian Aid in 
Britain. When the Christian Commission for Develop- 
ment in Bangladesh (CCDB) was established in 1973, 
it became the sponsoring agency for the project in 
Bangladesh. The project was established to run for 
five years, and the first two years were a training 
period during which expatriates participated in 
training programmes and organization of the service 
system. The expatriates are now leaving during the 
third year, after which the local government officer, 
the thana health administrator, will have full charge 
of the programme. The government has agreed to 
take over the additional personnel hired by CCDB at 
the end of five years. 


The final proposal contained two significant modifi- 
cations of the government plan. (1) Most new 
personnel were to be men and women recruited from 
the union (population 20,000) in which they would 
live and work. They would have no previous medical 
experience but would be trained by the project in the 
thana. (2) In addition to the thana rural health 
centre, there would be six subcentres, one for each 
union. Funds for capital and recurrent costs for these 
subcentres were obtained in part by reducing the 
number of personnel in the large rural health centre 
and hospital and among other health posts in the 
government thana plan. Each of these new subcentres 
is small, costs approximately US$2,000, and is 
staffed by a lady health visitor who has had two and a 
half years’ medical training, and by four locally 
recruited women. The subcentre activities concen- 
trate almost exclusively on maternal and child health 
and family planning. In 1975, the governm 
programme was modified so that both of these 
proposals were incorporated into the government’s 


plan. 


A small evaluation unit was also established with 
funds from the Ford Foundation and the Canadian 
International Development Research Center to 
conduct periodic surveys of a ten percent sample of 
the thana population to determine birth rates, death 
rates, and utilization of health and family planning 
services. 


The Project Area 


The area selected, Companiganj thana in the district 
of Noakhali, has a population of 120,000 and is 
located 100 miles southeast of Dacca on the coast of 
the Bay of Bengal. Since the cyclone of 1970, it has 
been a chronic rice deficit area but is considered to be 
economically about average for Bangladesh. Per 


capita income is about US$60 per year. Most income 
is derived from local agricultural production, but 
about 15 percent of men between the ages of 15 and 
45 have jobs outside the thana and send some income 
home. Most of these work in factories in Chittagong 
or Dacca, but a few are employed as seamen on 
merchant ships. This situation, in which a large 
number of the most active individuals in the 
population work outside and even travel abroad, is 
not unusual in Bangladesh or other developing 
countries, and it does open the rural community 
considerably to outside ideas and influences. 


There are about 30 primary schools and eight high 
schools, two of them for women, in the thana. 
Among men aged 20 to 24, 40 percent have been 
educated beyond the fifth grade and 5 percent of 
women in the same age group have had similar 
educational experience. By comparison, among men 
aged 40 to 44, only 12 percent have had this much 
education and no women. Forty-nine percent of the 

ulation is less than 15 years of age, 17 percent is 
less than 5 years of age, and 20 percent are women 
between 15 and 44. In ten years, the proportion of 
women 15 to 44 will rise to about 25 percent as a 
result of the large number of young girls now already 
born who will come into the childbearing age group. 
(This and other subsequent data are from the census 
by the evaluation unit.) 


Twenty-three percent of families have no land and no 
salaried income of any kind. Forty-eight percent have 
less than half an acre of land and less than US$3.60 
per month salaried income. Thus nearly half of the 
families of this thana do not have the resources 
within the family to support the family and are 
dependent upon income from casual labour, usually 
available only at the time of harvest. Unfortunately, 
most of the outside income is earned by individuals 
6: families which already own a fair amount of 
d. 


For the most part, land has been split up into very 
small holdings, although there are a few large land 
holders. It is likely that more than 90 percent of the 
land is held by individuals with holdings of less than 
twenty acres. Within this group of relatively small 
land holders, however, there is very much inequality 
of land distribution, as illustrated in Figure 1. Fifty 
percent of families live off 4 percent of the land. 


The first surveys of births and deaths were conducted 
in 1975, the second year of the project, but the first 
year in which services were available in all parts of the 
thana. This happened to be a time of extreme 
economic and political crisis in Bangladesh and there 
was widespray malnutrition, particularly among the 
poorer half of the population. A measure of the 
seriousness of the problem was the price of rice and 
wheat, which averaged 4 takas and 3 takas per pound, 
respectively, during most of this time (4 takas = 
US$0.29 in 1975, after devaluation). Since the 


Figure | 
INEQUALITY OF LAND DISTRIBUTION 
COMPANIGANJ, BANGLADESH, 1975 
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*The average is probably a bit low, since many of the top 10 
percent of families underreported the amount of land they 
controlled. Lower income families seem to have reported 
accurately. 


average daily wage was 8-10 takas per day for 
ordinary labour, this meant that, even if a man were 
able to get a job, he would not be able to feed his 
family with the money he would earn. The result of 
this economic crisis is clearly apparent in the death 
rates, which rose in 1975, and the birth rates, which 
fell quite significantly (Table 1). 


Table |! 


BIRTH AND DEATH RATES, COMPANIGANJ 


Companiganj, Matlab, 

1975 1973-74 
Crude Birth Rate 38.2/1,000 45.6 
Crude Death Rate 26.3/1,000 14.2 
Infant Mortality Rate 142/1,000 128 
Age 1-4 Mortality Rate 55/1,000 a2 


Since earlier rates are not available from Companiganj, rates 
from the Matlab research area of the Cholera Research 
Laboratory are used for comparison. The Matlab locality is 
very similar to Companiganj, and they have had similar trends 
in birth and death rates in 1974-75. 


The rates from Companiganj are preliminary estimates, but 
further checking of data is unlikely to alter them by more than 
two or three percent. 


Those in the low economic group (less than half an 
acre of land and less than 50 takas per month salaried 
income) had mortality rates three times those in the 
high economic group (“high was defined as more 
than three acres of land or more than 500 takas per 
month salaried income — Table II). Changes in birth 
and death rates of similar magnitude have been 
reported from other parts of Bangladesh in 1975, 
particularly from the Matlab research area of the 
cholera laboratories. 


Table II 


CRUDE DEATH RATES BY ECONOMIC GROUPS, 
COMPANIGAN4, 1975 


Death Rate 
Low Income or 
Middle Income 16.6 
High Income 9.7 


As always in developing countries, most of the deaths 
were in small children. Causes of death under age 65 
are listed in Table III. Primary malnutrition was 
listed as a cause when there was a history of extreme 
family food shortage with weight loss in the 
individual preceding other symptoms, such as 
diarrhoea or respiratory infection. When diarrhoea or 
other symptoms preceded evidence of malnutrition, 
malnutrition was listed as a secondary cause. Most of 
the deaths from primary malnutrition developed 
kwashiorkor prior to death. All of this is quite 
different from the usual picture described in 
Bangladesh in which kwashiorkor has been thought to 
be very rare, and death rates from several surveys 
have been in the range of 15 per 1,000, with birth 
rates very much higher than those we observed, at 45 
per 1,000 population. 


Implementation Of The Project 


The census information outlined above was collected 
in 1975, but the project began in September 1973 
when the thana health administrator, Dr Shafiq 
Ahmed Chowdhury, moved to Companiganj together 
with a “‘training team” of twelve Bengali and five 
expatriate nurses and doctors. During the last months 
of 1973 and in 1974, the existing rural health centre at 
Basurhat was remodelled to provide separate male 
and female clinics, including a special clinic for 
children under five and another for family planning. 
A small hospital with 15 beds was opened on the 
second floor of the rural health centre. Subcentres 
were also established in each of the seven unions in 
the thana. Only two of these were for general patient 
care — one at the main rural health centre, and the 
other at the opposite end of the thana. The other five 
are for women and small children only and 
concentrate on maternal and child care, combined 


Table III 


CAUSES OF DEATH, COMPANIGANJ, 1975 
(From a Survey of 266 Deaths in a 10 Percent Sample 
of the Population) 


Age 0 - 4: 


Primary Malnutrition — 41 
Chronic Diarrhoea — 22 
Acute Dysentery - 9 
Acute Diarrhoea (Cholera 

Syndrome) ~ 
Birth Injury, Prematurity, 

or Newborn Asphyxia _ 
Pneumonia — 
Drowning = 
Tetanus of Newborn _ 
Measles es 
Skin Infection = 
Meningitis = 
Fever = 
Sore Mouth _ 
Hydrocephalus — 
Acute Abdomen af 
Brain Tumor — 
Burn ih 
Acute Nephritis _ 
Whooping Cough - 
Unknown — 


oi 


— 
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a 


133 (50% of total) 


Age 5 - 64: 


Primary Malnutrition — 15 
Acute Diarrhoea (Cholera) — 11 
Acute Dysentery - 2 
Chronic Diarrhoea fg G 
Pulmonary Tuberculosis =5 vi 
Anaemia - 4 
Stroke (C.V.A.) - 4 
Fever Tw 
Cancer -—- 3 
Acute Nephritis - 2 
Acute Abdomen =— 2 
2 
1 
1 
1 
1 
1 
1 
1 
1 
8 


Heart Failure — 
Acute Rheumatic Fever _ 
Cirrhosis _ 
Chicken Pox - 
Pregnancy (Maternal Death) = 
Drowning sd 
Burn = 
Suicide _ 
Unknown _ 


68 (25% of total) 


with family planning. Field work in the maternal and 
child care centres is closely integrated with clinic 
duties, and the locally recruited female clinic 
assistants work two days a week in the clinic and 
three days a week in the field. The expectation was 


that field visits would increase the efficiency of the 
clinic by encouraging women to come in to see 
workers already known to them by contacts at home. 
This has proved to be the case, and the proportion of 
children under three seen in the clinics rose by more 
than 100 percent in 1975, compared to 1974. 


The following 
conducted: 


staff training programmes were 


(1) Retraining of 28 male field workers to combine 
malaria, smallpox, family planning and vitamin A 
distribution activities. 

(2) Training of six men and seven women, locally 
recruited, to work as clinic and hospital assistants. 


(3) Training of 30 women to work as combined clinic 
assistant field workers. 

(4) Ongoing training of all medical staff to acquaint 
them with project procedures, standing orders, 
etc. 


There was no surprise when initial attempts to recruit 
women were unsuccessful; Companiganj is 90 percent 
Muslim and a very conservative community. It was, in 
fact, four months before the first women from the 
community came forward to work in hospitals and 
clinics. Nevertheless, once it had been demonstrated 
that respected persons could do this sort of work, 
barriers disappeared rapidly. There was no subsequent 


Table IV 


FAMILY PLANNING AT THE COMPANIGANJ PROJECT 
January 1974 — February 1976 
(Data from Service Records) 


New Acceptors of Family Planning 


Condom & 
Pill IUD Tubectomy Vasectomy Emko Total 
1974 604 259 24 142 1,033 
1975 2423 396 100 340 3,746 
Jan. & Feb. 1976 1,039 45 a1 42 1,227 
Total 4 366 700 175 524 6,006 


Population of Companiganj is 120,000. There are 22,800 fertile couples (this is an exaggerated figure, since 
about 15% of men 15-49 live and work outside of Companigan)). 


6,006 _ 
22,800 ~ 


26% of couples have accepted family planning. 


Present Practitioners of Family Planning 


(Information on pill clients is from a survey conducted in Feb. 1976) 


Clients who have taken pills regularly for more than 6 months _ 803 


Clients who have taken pills regularly for less than 6 months 


IUDs in place* 
Tubectomies* * 
Vasectomies* * 
Condom & Emko*** 


Total 


Estimated from known drop-out rates. 
** 


HEE 


A guess. 


3,352 _ 
22,800 ~ 


1,605 
_ 470 
— 217 
~ 157 
~ 100 


Shs ba Fs 


10 percent of tubectomy and vasectomy patients come from outside the thana. 


15% of couples are currently practising family planning. 


difficulty recruiting women; in fact, there was an 
excess of applicants. Of the 36 women field workers 
and clinic assistants, 24 are Muslim, 11 are Hindu, 
and 1 is Christian. 


Clinic attendance has risen rapidly, so that in 1976 
14-15,000 persons per month were seen in all the 
clinics — about 35 percent of them women between 
the age of 15 and 44 and children less than three 
years old. This very large number of clinic visits is 
helpful for some of the health programme objectives, 
but is creates a crowded clinic situation which is not 
suitable for those important objectives which require 
discussion and education — nutrition education and 
family planning, for example. In fact, even in 
situations where clinic attendance is light, clinics have 
proved to be poor places for this sort of work. Ninety 
percent of new acceptors of family planning have 
come from field workers visiting women in their 
homes. 


The two components of the field programme are 
divided between the 28 men and 30 women. The men 
are the retrained malaria and sanitary workers who 
visit each house once a month to check for malaria, 
vaccinate for smallpox, distribute vitamin A capsules 
to children, and distribute family planning supplies. 
The women, as mentioned above, work in the clinics 
two days a week and visit homes on other days. 
Houses are selected in advance for specific reasons 
related to the programme objectives of the subcentres 
— to visit a known malnourished child, a child who 
needs a follow-up immunization injection, or to 
‘follow up a known family planning acceptor, for 
example. 


The results of these efforts have been encouraging: 


— Malaria and smallpox were controlled, at a time 
when a major epidemic of smallpox was sweeping the 
country and malaria was showing the same gradual 
increase in Bangladesh as in the rest of the world. 


— The incidence of vitamin A deficiency in 
children appears to have decreased, although 
protein-calorie malnutrition has increased as a result 
of the serious food shortage. 


—New acceptors of family planning have 
increased steadily. In February 1976, 26 percent of 
couples had accepted family planning, and it was 
estimated that 15 percent of couples were currently 
practising family planning (Table !V). Since then, 
these proportions have probably increased to about 
30 and 20 percent. 


— Increase in utilization of clinics by women and 
children, and increase in utilization of our nutrition 
supplement is largely due to the promotional 
activities of the field workers. 


Improved Nutritional Status — A Major Goal 


Even before famine conditions became obvious in 
Companiganj, it was clear that malnutrition was a 
major problem, particularly among small children and 
women in the childbearing age group. In the first 


year, when only one clinic was in operation, it was 
observed that the proportion of severely malnour- 
ished children declined remarkably at the time of the 
Amman rice harvest — the major harvest of the year. 
The improvement seen in the clinics was so great as to 
suggest that simple availability of food was 
overwhelmingly the most important factor affecting 
the nutritional status of small children. Subsequent 
surveys of nutritional status of children under three 
years of age have shown that the proportion in third 
degree malnutrition* declined from 24 percent in 
August-September, the time of greatest food 
shortage, to 14 percent in December-January, after 
the major harvest of the year. Other studies have 
shown that the mortality rate of children with third 
degree malnutrition is ten times the mortality rate of 
better nourished children. 


Education on the need for weaning foods was 
provided in clinics and in home visits using the 
Morley under-five cards as a teaching and administra- 
tive tool, but there was clearly a need to nce 
family food supplies in some way. To meet this n&@a@, 
shops were established adjacent to all project clinics 
which provided a locally producted mixture of wheat 
and pulse to be used as a food supplement for small 
children. A flour made from 75 percent wheat and 25 
percent chick peas was used at first — more recently 
88 percent wheat and 12 percent full fat soy flour has 
been substituted. Families who bring under-three 
children to a clinic are given a ration card, and as long 
as they continue to come regularly to the clinic, they 
are allowed to purchase the food supplement at a 
subsidized price which was fixed at half the local 
market price of wheat flour. The cost of the 
programme was essentially the cost of the raw wheat 
— cost of pulse, transport, production, and 
distribution costs were met by the purchase 
payments. The programme seemed to be a very 
efficient method for bringing food to the part of the 
population most seriously affected by food hoy: 
and sales reached 8,000 pounds per week (four Cc 
tons) at the peak of the famine period. At present, 
with food supplies greatly improved, sales continue at 
about 5,000 pounds per week. 


Table V summarizes total activity in the project with 
all clinics and subcentres operating in June 1975. 


Is This Programme Replicable? 


Demonstration projects are often criticized on the 
grounds that the special expertise, training pro- 
grammes and logistic support provided are not typical 
and consequently cannot be duplicated in other parts 
of the same system. The criticism is valid, but there 
are other aspects of these programmes which must be 
considered: in the first place, it is not necessary for 
projects to be duplicated in their entirety throughout 
the system. One purpose of a demonstration should 


* by the Gomez Standard 


Table V 


OVERALL PERFORMANCE, JUNE 1975 
(All Clinics and Subcentres Operating) 
(Data from Service Records) 


Total Clinic Visits 


12,310 
Baris Visited (women field workers) ; 826 
Houses Visited (women field workers) : 2,938 
Primary Vaccination ra 
DPT Immunization ; 393 
Seers Pushtikor Sold* 14,325 (14 tons) 
Malaria Slides : oro 
Hospital Admissions : 90 
Family Planning : 
New Acceptors : 295 
Oral Pill Cycles : 952 
Condom & Emko (Dozen or Vials) : 19 
IUD : 63 
Vasectomy : 6 
Tubectomy : 15 
Menstrual Regulation : 4 


* Pushtikor is the nutrition supplement. 


eo seer = two pounds. 


Table VI 


be to provide a setting in which components of the 
programme can be selected on the basis of measured 
cost and effectiveness. Tables VI and VII illustrate 
some of the information of this sort which has 
become available from Companiganj. (Table VI is a 
summary of subcentre costs and Table VII is a 
summary of hospital costs.) Certainly, both the 
subcentres and the hospital operate at very low cost, 
but most administrators will prefer a subcentre 
serving 8,250 patients per year at a cost of US$3,500 
to a hospital serving 550 patients at a cost of 
US$10,000. (Not to mention the fact that these 
subcentre clinics provide home visits to a population 
of 20,000, in addition to clinic service.) Neverthe- 
less, the hospital cost is low enough, so that it would 
be quite reasonable to consider a network of such 
institutions once the subcentre system is established 
and operating, which is probably ten years or so in 
the future for Bangladesh. Furthermore, the cost and 
effectiveness of this sort of hospital might profitably 
be compared with the same data from teaching 
hospitals in cities in the same country. 


July 1975 


MONTHLY COST OF OPERATION OF SUBCENTRE MCH CLINIC 
(Shiraspur) 


1. Drugs and Supplies — 
(Exclusive of FP Supplies) 


2. Salaries — 
LHV Tk. 495.00 
4 Clinic Asst. 
(360 x 4) 1,440.00 
Rickshaw puller 300.00 
o) 2,235.000 
3. Depreciation: 
ea 25,000 
Building — 0x12 
Furniture and Equipment 
5,000 
8x12 
Rickshaw 
3,000 
4x12 
4. Maintenance 
3,812 


Cost per patient seen: 687 * Ts. 5.50 or $0.42 


Dollars Takas 


89.00 1,160 


2,235 


105 


we 


63 


200 
Takas 3,812 = US$293 


This cost includes the cost of visits to 420 houses in 118 baris. (Clinic Assistants and Rickshaw Pullers work 
only two days per week in the clinic — the remaining days they are used for field visits.) 


Table VII 


ANNUAL COST OF HOSPITAL, 1974 


Maintenance 

Drugs and Medicines 

Other Supplies 

Food for patients (Ts. 5 per pt. per day) 
Salaries 


ols O95 SO) ee Gls TY ot 


130,000 
Cost per patient: BIL itive = hsa240,49 1.50) 
544 
130,000 
Cost per patient day: 4,050. = Ts. 32($ 2.46) 


Est. Ts. 250,000 for hospital (at 1974 prices) depreciate over 25 years 
Furniture and Equipment Ts 80,000 depreciate over 10 years 


10,000 per year 
8,000 per year 
5,000 per year 

15,000 per year 
5,000 per year 

20,000 per year 

67,000 per year 


130,000 per year 


We have estimated that 359 patients (66%) were admitted with curable life-threatening or disabling 
conditions — 22 died, but probably in at least 150 cases a life was saved or disability prevented. 


130,000 
150 


Cost per case: 


= Ts. 877 ($67.50) 


This cost should be lower in 1975, since bed occupancy has risen from 86% to 101%, duration of stay 
decreased from 7.5 days to 6.3 days and total number of patients should be about 40% greater. Size of 


staff is unchanged. 


The Education Of Failure 


An even more useful object for the analysis of 
demonstration project performance is the failures. 
Failure in the presence of special expertise, etc., 
should have particular significance. Two aspects of 
the programme in particular have been disappoint- 
ments to us. The male field workers have successfully 
controlled malaria and smallpox, but their work in 
other areas has been less than satisfactory. It seems 
likely that the same work could be performed by 
One-third to half as many people at considerably less 
cost. The nutrition programme also has not been as 
successful as we would have hoped. Analysis of the 
nutrition survey shows that children in families which 
consistently purchase the supplement improve their 
nutritional status and have very much lower mortality 
rates than children in families which do not. This is 
true despite the fact that the nutritional state of the 
children using the supplement was considerably worse 
than that of the population as a whole at the start of 


the programme. Unfortunately, only about 25 
percent of the families are using the supplement 
regularly, and consequently the effect of the 
supplement on the population as a whole has been 
slight. There were times when some of us thought 
that it might be more effective to close down the 
project and use the money to purchase and distribute 
food. There were reasons why this was impractical, of 
course — the most important being the fact that the 
famine was not confined to Companiganj. On several 
occasions, supplies of food were procured and 
distributed through the project on a food-for-work 
basis to the population as a whole, and in every case 
we were swamped with applicants and the supplies 
disappeared very quickly. Now that the food 
situation is very much better, it is possible that 
nutrition education and availability of food supple- 
ments can be more effective. It is encouraging that 
the sale of the supplement continues at a high level, 
but the problem of inadequate family food supplies 
persists in a large segment of the population. Since 


poor families spend two-thirds of their income on 
food, solution of this problem will not be possible 
without significant redistribution of income. 


There are many other questions raised by the project 
which need further study: 


—Even though most women clinic and field 
workers are local residents, they are necessarily 
from a different class than their patients, since 
most are literate. There are some illiterate or poorly 
educated workers among them and, in general, they 
have worked harder and been more effective agents 
for the programme. An experimental project is under 
way in one union which will utilize part-time illiterate 
women as assistants to those who have already been 
trained. If this is successful, it may be possible to 
recommend reducing the number of full-time workers 
and replacing them with a larger number of part-time 
workers, thereby providing wider and more effective 
coverage at a lower cost. 


@ Tuberculosis is a fairly common cause of death, 
afl TB clinics have been established along the lines of 
the ‘Madras programme’ to provide outpatient 
treatment of active cases. However, attendance at 
these clinics has not been as high as would be desired 
— about 60 patients are under treatment now, which 
is considerably less than half the estimated number of 
active cases in Companiganj. An education pro- 
gramme with home visits is needed. 


— About 100 patients were treated in hospitals or 
clinics for acute diarrhoea (cholera) during the year. 
Only one of these patients died, but the death survey 
shows that 14 patients died of acute cholera in a 10 
percent sample, suggesting that on the order of 100 
cholera deaths occurred outside of our facilities 
during the same time period. Again an education 
programme is needed to get patients into the clinics 
soon enough. This is not as easy as it sounds, since 

lera and other diarrhoeal disease can kill very 
rapidly, particularly when the patient is malnour- 
ished. 


—The programme for obstetrical care is only just 
beginning to get off the ground. Training programmes 
for “dais” (traditional midwives) have been conduct- 
ed but have not yet changed traditional practices very 
much. Pregnant women in this community cannot 
leave home to attend antenatal clinics, and effective 
antenatal care can only be given at home. This will 
require many more trained local women than we now 
have. 


— Several thousand children have been immunized 
against diphtheria, whooping cough, and tetanus, but 
the death survey shows only one death in a year from 
any of these causes. It is not likely that the 
immunization programme can have had this much of 
an effect this soon, and if the mortality rate 
continues this low next year, it may be time to 
reconsider the cost and effectiveness of this 
programme. 


— Community involvement with the project must 
increase. A project committee of local leaders was set 
up at the start, and it has been involved in personnel 
selection, setting charges for services, selecting clinic 
sites, determining the pattern of services and 
mobilizing support for the nutrition programme. The 
committee reflects the problems of community 
structure noted at the beginning of this article. 
Efforts to expand its activity to include agricultural 
development and effective action to eliminate 
starvation have had very limited success. These efforts 
will continue. 


Conclusion 


The ability to evaluate components and analyse 
successes and failures is important, but the most 
important resource of a demonstration project is 
people. This includes both local people trained to 
work effectively for health objectives in their own 
community and the physicians, nurses and other 
professional staff who have learned to carry out their 
professional duties in a new and more effective way. 
Most of these previously trained personnel have 
found real professional satisfaction in this kind of 
work. Of five doctors who have come to the project 
from outside, four have made a choice to continue 
permanently in rural health programmes. Two have 
gone abroad for training and will return at the end of 
1976 to take over full charge of management of the 
project. 


The questions, failures and successes described above 
are overshadowed by the fact that a team has been 
established. This team brings together professional 
health competence and the dynamic of local residents 
who can carry this competence into every village and 
every bari in Companiganj. The team has survived 
economic crisis, political disturbance and a change in 
project leadership with steady improvement in its 
morale and efficiency. The next few years will give it 
the opportunity to play a leading role in, the 
development of health services in Bangladesh. A 
critical part of this role will be the search for answers 
to the questions raised thus far, as well as those not 
yet posed. 


Photo by courtesy of Mr Peter Snoad and Christian Aid, 
London, UK. 


CMC News 
Bulk Purchase of Medical Supplies 


Purchasing medicines and other supplies for a rural 
health programme or medical institution can be a 
major problem. Inflation has decreased the purchas- 
ing value of budgets and reduced the size of stock 
reserves. Locating a dependable and sure avenue for 
the purchase and shipping of supplies is also difficult, 
especially for those in more remote areas. 


A number of aid and assistance agencies in Europe 
and North America have established programmes to 
supply, at the lowest possible cost, standard 
medicines and other equipment to non-government 
health work. Their large volume turnover, purchase 
by generic name where possible, special packing 
techniques and (for some) actual manufacture of 
certain items, make it possible for them to provide 
real savings and dependability. 


Some of the agencies to which we refer have been 
carrying out this type of service for some years 
already, like MAP and UNICEF. There are other 
groups that have entered this field more recently. To 
mention one by example, we can recommend the 
services of ECHO (Equipment to Charity Hospitals 
Overseas) in England. This is the organization 
previously known as the Joint Mission Hospital 
Equipment Board. They have now initiated a 
programme to make _ pharmaceutical products 
available for bulk purchase. New and reconditioned 
equipment is still available for medical work of all 
sorts, and standard equipment lists for health posts of 
various types have also been produced by ECHO. 


If you are interested in further details on this or any 


of the seven organizations with which we are 
currently working, please write to us at the CMC. 


* * *¥ 
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WORLD EDUCATION 


World Education is a private, nonprofit, tax-exempt 
organization, established in 1951, which provides 
professional assistance to programmes for the 
functional education of adults in nearly twenty 
countries on four continents. Working in partnership 
with private and government agencies, World 
Education helps to plan, implement, support and 
evaluate innovative educational programmes, espe- 
cially those related to literacy, food production and 
family planning. 


In Asia, Africa and Latin America, World Education 
is demonstrating that effective learning takes place 
when educational opportunity intersects with daily 
concerns. This international experience is now being 
transferred to educational programmes for adult basic 
education students in the United States of America. 


A detailed list of the publications, training materials 
and audio-visual presentations available from thi 
Organization may be obtained without cost from: 


World Education, 
Resource Center, 
1414 Sixth Avenue, 
New York, NY 10019 
USA. 


